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Brief Clinical Reportsa cardiac catheterization laboratory with the facilities of
a cardiac surgical operating room.4 This allowed for imme-
diate postoperative imaging to verify the patency and integ-
rity of the anomalous LCX.
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We report the case of a 10-year-old child who had bilat-
eral congenital pulmonary vein stenosis. He presented for
the first time to his local hospital at the age of 4 years with
life-threatening hemoptysis and was diagnosed with isolated
severe left pulmonary vein stenosis and moderate to severe
right upper lobe pulmonary vein stenosis. This was treated
with left pneumonectomy. Two years after pneumonectomy,
he presented with recurrent hemoptysis and reduced exercise
tolerance. During the next 4 years, he underwent sutureless
repair of his right pulmonary venous stenosis and multiple
balloon dilatations (23). He also had multiple stents placed
in these veins. Despite this, he became progressively short
of breath and was evaluated for right single-lung transplan-
tation. A 6-minute walk test demonstrated desaturation to
67% on room air after 245 m. Cardiac catheterization
revealed suprasystemic pulmonary pressure. His forced
expiratory volume in 1 second was 43% predicted and
height was 126 cm. The computed tomography pulmonary
angiogram is shown in Figure 1. We performed a right sin-
gle-lung transplant using a donation after cardiac death
(DCD) lung. The donor was a 13-year-old boy who died
of irreversible anoxic cerebral damage after traumaticasphyxiation. Asystole occurred 15 minutes after with-
drawal from ventilation. Eleven minutes later, the lungs
were inflated; 6 minutes after this, cold flush preservation
was started. The warm uninflated time was 11 minutes,
and warm inflated time was 6 minutes. The total warm ische-
mic time was 17 minutes.
The approach was through a re-do median sternotomy. In
addition to severe adhesions, the anatomy was distorted
because of a hyperinflated right lung. Cardiopulmonary
bypass was established via the right atrium and ascending
aorta. The heart was stopped to facilitate the removal of mul-
tiple stents incorporated in the left atrial wall. Some deeplyFIGURE 1. Preoperative computed tomography pulmonary angiogram
showing previous left pneumonectomy, complete shift of mediastinum to
the left and compensatory hyperinflation of the right lung, and patent right
upper and lower lobe pulmonary vein stents with stenosis of veins immedi-
ately peripheral to them.
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FIGURE 2. A, Pretransplantation chest radiograph showing left
pneumonectomy and chronic venous congestion of the right lung. B, Chest
radiograph 1 month after right single-lung transplantation using a donation
after cardiac death lung.
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351 minutes (warm ischemic time was 17 minutes, and
cold ischemic time was 334 minutes), bypass time was
120 minutes, and crossclamp time was 21 minutes. The
patient made an excellent recovery. He was extubated after
6 hours and was transferred to the ward on the first postop-
erative day. He was ambulatory after 1 week and discharged
after 1 month. Fourteen months after the operation, he was
well and his last forced expiratory volume in 1 second was
66% of predicted. His pre– and post–lung transplant chest
radiographs are shown in Figure 2.
DISCUSSION
Single-lung transplantation after previous contralateral
pneumonectomycan pose technical difficulties because ofme-
diastinal shift. There is a paucity of literature describing suc-
cessful single-lung transplantation in this setting.1,2 Mortality
is high for patients on the waiting list because donor lungs
are scarce. The use of DCD lungs can reduce this mortality.3,4
CONCLUSIONS
The use of DCD lungs in our center commenced in
December 2002. As of early 2009, we have performed 16
transplants using such lungs, with encouraging results. In
2008, DCD lungs amounted to 15% of our pulmonary trans-
plant activity. This case demonstrates the feasibility of a suc-
cessful single-lung transplant in a child with previous
contralateral pneumonectomy using a DCD lung.References
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